Time 2:53PM Brady E. Benson, D.D.5.,P.C. Date 3/9/2021

Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health that y y have, or 1 that you may be taking, ¢
Are you under a physician’s care now? Oves Oho Ifyes | |
Have you ever been hospitalized orhad a major operation? QOves ONo If yes | |
Have you ever had a serious head or neck injury? Oves ONo If yes | ]
Areyou taking any medications, pills, or drugs? Oves ONo If yes [ |
Do you take, or have you taken, Phen-Fen or Redux? Oves ONo If yes | |
Have you ever taken Fosamax, Boniva, Actonel or any other  (Dives (ONo If yes | |
Are you on a special diet? QOves ONo
Do youuse tobacco? Oves Oho
Do you use controlled substances? Oves OhNo If yes

Women: Are you...
[JPregnant/Trying to get pregnant? [JNursing? [[JTaking oral contraceptives?

Are you allergic to any of the following?
Dlsplm DPuﬂidllin DCudﬁm Dlu’vll:
[Metal [JLatex [JsuifaDrugs [JLocal Anesthetics
Other? O If yes | |

Do you have, or have you had, any of the following?
AIDS/HIV Positive (Oves Ono |CortisoneMedidne OYes ONo |Hemophika (OvYes (ONo |Radiation Treatments Oves Ono
Alzheimer's Disease QOves ONo |Diabetes Oves Ono |Hepatitis A Oves ONo  [RecentWeightLoss Oves Ono
Anaphylaxs OvYes Ono | Drug Addiction Oves Ono |HepatitisBorC Oves ONo  |Renal Dialysis Oves Ono
Anemia Oves ONo |Easily Winded Oves Ono  |Herpes OvYes ONo |Rheumatic Fever Oves Ono
Angina QOvYes ONo |Emphysema OvYes ONo |HighBlood Pressure Oves ONo  |Rheumatism Oves Ono
Arthritis/Gout Oves Ono  |Epilepsy or Seizures OYes ONo |HighCholesterol Oves ONo |Scarlet Fever Oves ONo
Artificial HeartValve Oves ONo |ExcessiveBleeding OvYes ONo |HivesarRash OvYes ONo  |[Shingles Oves Ono
Artificial Joint OvYes OMNo |Excessive Thirst Oves Ono  |Hypoglycemia (Oves (ONo  |Sickle Cell Disease Oves Ono
Asthma QOvYes ONo |Fainting Spells/Dizziness (O ves (ONo | Iegular Heartbeat Oves ONo | Sinus Trouble Oves OMo
Blood Disease Oves ONo |Frequent Cough Oves ONo |Kidney Problems Oves ONo |[SpinaBifida Oves Ono
Blood Transfusion Oves Ono |Frequent Diarthea Oves Ono  |Leukemia OvYes ONo |Stomach/Intestinal Disease (Oves ONo
Breathing Problems OvYes ONo |FrequentHeadaches Oves OmNo  |LiverDisease OYes Ono | Stroke OYes Omo
Bruise Easily Oves OnNo | Genital Herpes O ves Ono  |LowBlood Pressure Oves ONo  |Swelling of Limbs Oves Ono
Cancer Oves OnNo  |Glaucoma Ov¥es ONo  |Lung Disease OYes ONo | Thyroid Disease Oves Ono
Chemotherapy Oves Ono |Hay Fever Oves Ono  |Mitral Valve Prolapse Oves Ono  |Tonsilltis Oves Ono
Chest Pains Oves ONo  |Heart Attack/Failure Ov¥es ONo | Osteoporosis Oves ONo | Tuberculosis Oves Ono
Cold Sores/FeverBlistes  (DvYes (ONo  |Heart Murmur QOves OnNo  |PaininJaw Joints Oves ONo  |Tumors or Growths Oves Ono
Congenital Heart Disorder (J)Yes (ONo  |Heart Pacemaker Oves Ono  |Parathyroid Disease Oves ONo  |Ulcers Oves OnNo
Convulsions QOYes (ONo |HeartTrouble/Disease Oves OmNo | Psychiatric Care OvYes ONo  |Venereal Disease Oves Oro

Yellow Jaundice OYes Ono

Haveyou ever had any serious iliness not listed above? Oves ONo Ifyes | |

Comments:

To the best of my knowledge, the guestions on this form have been accurately answered. [ understand that p g ncorrect can be dangy to my (or patient's) health. Itis my

responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:



BRADY BENSON, D.D.S.,P.C.
111 EAST FOREST, SUITE F
BRIGHAM CITY, UT 84302
(435) 723-2318

PATIENT'S NAME

HEALTH QUESTIONNAIRE ACKNOWLEDGMENT AND CONCENT TO PROCEED: | certify that the answers to the
health questions are accurate and correct to the best of my knowledge. Since a change of medical condition or
medications can affect dental treatment, | understand the importance of and agree to notify the dentist of any
changes at any subsequent appointment.

| authorize Dr. Benson and/or such associates or assistants as he may designate to perform those procedures as may be
deemed necessary or advisable to maintain my dental health or the dental health of any minor or other individual for
which | have responsibility, including arrangement and/or other administration of any sedative (including nitrous oxide),
analgesic, therapeutic and/or pharmaceutical agent(s), including those related to restorative, palliative, therapeutic or
surgical treatments.

| understand that the administration of local anesthetic may cause an untoward reaction or side effects, which may
include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness; and temporary or rarely,
permanent numbness. | understand that occasionally needles break and may require surgical retrieval. Occasionally
drops of local anesthetic may contact the eyes and facial tissues and cause temporary irritation.

| understand that as part of dental treatment, including preventive procedures such as cleanings and basic dentistry
including fillings of all types, teeth may remain sensitive or even possibly quite painful both during and after completion of
treatment. Dental materials and medications may trigger allergic or sensitivity reactions. After lengthy appointments, jaw
muscles may also be sore or tender. Holding one’s mouth open can, in a predisposed patient, precipitate a TMJ disorder.
Gums and surrounding tissues may also be sensitive or painful during and/or after treatment. Although rare, it is also
possible for the tongue, cheek, or other oral tissues to be inadvertently abraded or lacerated (cut) during routine dental
procedures. In some cases sutures or additional treatment may be required.

| understand that as part of dental treatment items including, but not limited to crowns, small dental instruments, drill
components, etc. may be aspirated (inhaled into the respiratory system) or swallowed. This unusual situation may require
a series of x-rays to be taken by a physician or hospital and may, in rare cases, require bronchoscopy or other procedures
to ensure safe removal.

| understand the need to disclose to the dentist any prescription drugs that are currently being taken or that have been
taken in the past, such as Phen-Fen. | understand that taking the class of drugs prescribed for the prevention of
osteoporosis, such as Fosamax, Boniva or Actonel, may result in complications of non-healing of the jawbones following
oral surgery or tooth extractions.

| do voluntarily assume any and all possible risks, including the risk of substantial and significant risk of serious harm, if
any, which may be associated with any phase of standard dental preventative and operative treatment procedures in
hopes of obtaining the potential desired results, which may or may not be achieved, for my benefit or for the benefit of my
minor child or ward. | acknowledge that the nature and purpose of the foregoing procedures have been explained to me if
necessary and | have been given the opportunity to ask questions.

Patient name: (Print)

Signature: Date
{Patient, legal guardian or authorized agent of patient)

Witness: Date




Brady E. Benson, D.D.S.,P.C.
111 East Forest, Suite F
Brigham City, UT 84302

PATIENT INFORMATION Date:

Name: SSN: Birth date:

Address: City State Zip
Home Phone: Cell: Sex: M F Marital Status: M SW D

E-mail address:

Preferred Pharmacy:

Employer:

Phone:

Student? F/T P/T Name of School:

Spouse:

SSN: Birth date:

Employer:

Phone:

Emergency Contact Person:

Relationship:

Address:

Phone:

Whom may we thank for referring you?

PERSON RESPONSIBLE FOR PAYMENT OF THIS ACCOUNT

Name of Responsible Person:

Relationship: Birth date:

Residence Address:

City State Zip

Phone #:

SSN:

Employer:

# of years employed

Employers Address:

City State Zip

PRIMARY INSURANCE

Insurer's Name:

SSN: Birth date

Patient's Relationship to Insured: Self:___ Spouse

Employer:

. Child:__ Other:____

Phone#:

Insurance Company

Group#: Carrier ID#

SECONDARY INSURANCE

Insurer's Name:

SSN: Birth date

Patient's Relationship to Insured: Self:_ Spouse

Employer:

. Child:___ Other:___

Phone#:

Insurance Company:

Group#: Carrier ID#




Brady E. Benson, D.D.S.,P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

You may Refuse to Sign This Acknowledgement

[,_(Print) , have received a copy of this office's
Notice of Privacy Practices.

Signature

We attempted to obtain written acknowledgement of receipt of our Notices of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)




Brady E. Benson D.D.S.
111 East Forest St., Ste F
Brigham City, UT 84302
435-723-2318

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information.
We are also required to give you this Notice about our privacy practices, our legal duties, and your
rights concerning your health information. We must follow the privacy practices that are described in
this Notice while it is in effect. This Notice takes effect (12/31/02), and will remain in effect until we
replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time,
provided such changes are permitted by applicable law. We reserve the right to make the changes in
our privacy practices and the new terms of our Notice effective for all health information that we
maintain, including health information we created or received before we made the changes. Before
we make a significant change in our privacy practices, we will change this Notice and make the new
Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices,
or for additional copies of this Notice, please contact us using the information listed at the end of this
Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations.
For example:

Treatment: We may use or disclose your health information to a dentist, physician or other
healthcare provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we
provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our
healthcare operations. Healthcare operations include quality assessment and improvement activities,
reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and
provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.



Your Authorization: In addition to our use of your health information for treatment, payment or
healthcare operations, you may give us written authorization to use your health information or to
disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at
any time. Your revocation will not affect any use or disclosures permitted by your authorization while
it was in effect. Unless you give us a written authorization, we cannot use or disclose your health
information for any reason except those described in this Notice. By state law, your authorization is
valid for 90 days.

To Your Family and Friends: We must disclose your health information to you, as described in the
Patient Rights section of this Notice. We may disclose your health information to a family member,
friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the
notification of (including identifying or locating) a family member, your personal representative or
another person responsible for your care, of your location, your general condition, or death. If you are
present, then prior to use or disclosure of your health information, we will provide you with an
opportunity to object to such uses or disclosures. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our professional
judgement disclosing only health information that is directly relevant to the person’s involvement in
your healthcare. We will also use our professional judgement and our experience with common
practice to make reasonable inferences of your best interest in allowing a person to pick up filled
prescriptions, medical supplies, x-rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing
communications without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by
law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we
reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the
possible victim of other crimes. We may disclose your health information to the extent necessary to
avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces
personnel under certain circumstances. We may disclose to authorized federal officials health
information required for lawful intelligence, counterintelligence, and other national security activities.
We may disclose to correctional institution or law enforcement official having lawful custody of
protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voice mail messages, text messages, postcards, or letters.)

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions.
You may request that we provide copies in a format other than photocopies. We will use the format
you request unless we cannot practicably do so. (You must make a request in writing to obtain
access to your health information.) You may obtain a form to request access by using the contact
information listed at the end of this Notice. We will charge you a reasonable cost-based fee for
expenses such as copies and time. You may also request access by sending us a letter to the



address at the end of this Notice. If you request copies, we may charge you $0.83 for each page up
to thirty (30) and $0.63 for each page after thirty (30), a $19 administrative fee to locate and copy
your health information, and postage if you want the copies mailed to you. If you request an
alternative format, we will charge a cost-based fee for providing your health information in that format.
If you prefer, we will prepare a summary or an explanation of your health information for a fee.
Contact us using the information listed at the end of this Notice for a full explanation of our fee
structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associates disclosed your health information for purposes, other than treatment, payment, healthcare
operation and certain other activities, for the last 6 years, but not before April 14, 2003. If you request
this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based
fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or
disclosure of your health information. We are not required to agree to these additional restrictions,
but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we amend your health information.
(Your request must be in writing, and it must explain why the information should be amended.) We
may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are
entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please
contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision
we made about access to your health information or in response to a request you made to amend or
restrict the use or disclosure of your health information or to have us communicate with you by
alternative means or at alternative locations, you may complain to us using the contact information
listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of
Health and Human Services. We will provide you with the address to file your complaint with the U.
S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you
choose to file a complaint with us or with the U. S. Department of Health and Human Services.

Privacy Officer: Paulette Rackham
Telephone: 435-723-2318 Fax: 435-723-3684
Address: 111 East Forest St., Suite F, Brigham City, UT 84302



Our Financial Policy

Thank you for choosing us as your dental care provider. We are committed to your treatment being successful and to
providing the highest quality dental services at a reasonable fee. Please understand that payment of your bill is necessary in
order for us to provide treatment.

Patients with Dental Insurance
As a courtesy to our patients, we prepare and process all insurance forms. However, having insurance does not release the

patient from financial responsibility.
Our expectations of you as the owner of the policy are as follows:
1. Estimated patient portions must be paid at the time of service. This may include co-payments, deductibles, co-
insurance and/or non-covered procedures.
2. You are responsible for educating yourself about the details of your policy which includes deductibles, yearly
maximums, and policy exclusions.
3. If the insurance company does not pay our office within 60 days, it is your responsibility to pay using one of the
payment methods listed below. The insurance policy belongs to you and we have no leverage to obtain payment.
Patients without Dental Insurance
If there is no insurance coverage, full payment is due at the time of service with one of the payments listed below.

Payment Options

For your convenience, you may choose any of the following methods of payment:
» Cash
> Personal Check (postdated if necessary)
» Visa, MasterCard, Discover, American Express — Credit or Debit

Minor Patients
The parent, guardian or adult accompanying and signing all forms for a minor will be responsible for full payment. Parents or
guardians must be present to authorize all dental treatment to minors.

Financial Agreement

| understand that | am financially responsible for all charges incurred by my dependents, or myself whether or not covered by
insurance. | hereby authorize the office of Dr. Brady E. Benson to use the following signature for proof of signature on
insurance claim forms for assignment of insurance payment and release of information. | agree to pay Dr. Brady E. Benson for

professional services rendered to me at the time of service. If my insurance pays less than estimated, | agree to pay any
remaining balance within 30 (thirty) days of billing. A $10.00 late fee will be charged to my account for each month a payment
is not received. | expressly agree to pay all costs of collection agency fees assessed at 30% of the total amount due, and all
court costs and attorney fees, if these terms are not met.

| grant my permission to you and your assignee to telephone me at home or at my workplace to discuss matters related to this
form. | also agree to allow this office to leave messages concerning appointments and/or results on my answering machine or
with a family member.

Failed Appointments

After 2 missed appointments, you will be charged a $50 fee and/or be dismissed from our office.

This agreement supersedes all prior agreements signed, including any and all mediation or mediation/arbitration agreements.
| acknowledge that any prior mediation or mediation/arbitration agreements signed previously related to financial
arrangements or quality of care are null and void.

Signature of Patient or Responsible Party Print Name Date

*See other side for more information



Brady E. Benson D.D.S., PC
111 East Forest STE F
Brigham City, UT 84302
435-723-2318

Thank you for choosing the office of Brady Benson DDS. Our mission is to provide the most
comprehensive and best dental care possible.

Available Payment Options:

You can choose from:
- Cash, Check, Visa, MasterCard, American Express or Discover Card

We offer a 10% discount to patients who do not have insurance and pay for services with cash
or check on the day of service. Or 5% to those who prefer a credit card.

Please note:

This office requires payment the day of service. We accept payment in thirds for treatments over
$350.00, through automatic withdrawal, debit or credit card, postdated check. First payment must be
made on the day of treatment, second payment must be made in 30 days, third payment must be
made in 60 days.

A $10.00 late fee will be charged to your account each month a payment is not received.

For patients with dental insurance we will work with your insurance carrier to maximize your benefit
and directly bill them for reimbursement for your treatment. *

The treatment plan is an ESTIMATE ONLY. Your dental plan may include limitations and exclusions that
will apply. If a discrepancy occurs, YOU WILL BE RESPONSIBLE FOR ANY REMAINING BALANCE not paid
by your insurance carrier. Discrepancies may occur due to the following: Yearly Maximumes,
Deductibles, Waiting Periods, Limitations and Exclusions. This estimate is only good for 90 days.

Our fee for returned checks is $30.00.

If you have any questions, please ask. We are here to help you with your dental concerns.

*If we do not receive payment from your insurance carrier within 60 days, you will be responsible for the fees and collection of your
benefits directly from your insurance carrier.
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